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Abstract
This was a quasi-experimental study designed to deter­
mine the effectiveness of a planned sexual health teaching 
program for fifth grade students. The null hypothesis stated 
that when the sexual health knowledge of fifth grade students 
who participated in a sexual health teaching program was 
compared to the sexual health knowledge of fifth grade 
students who did not participate in a sexual health teaching 
program, there would be no significant difference.
Subjects were selected from two different schools.
School A was the experimental group and consisted of 36 
students. School B was the control group and also included 
36 students. The experimental group participated in a 
two-hour Sexual Health Teaching Program and completed a 
researcher-designed Sexual Health Questionnaire. The control 
group completed the Sexual Health Questionnaire without 
participating in the Sexual Health Teaching Program.
When the scores of the experimental group and control 
group were compared utilizing the t_ test, it was found that 
there was a significant difference between the knowledge of 
the two groups. Thus, the researcher rejected the null 
hypothesis. It was concluded that a sexual health teaching 
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Chapter I 
Introduction
Sexual health is the harmonious integration of the 
physical, emotional, intellectual, and social dimensions 
of human existence in ways that will enrich and enhance 
personality, communication, and love (Hacker, 1981). To 
understand and be knowledgeable about sexual health, one 
must realize that man is a sexual being from birth, Man 
continues to have sexual needs and forms a sexual identity 
throughout life. This is especially important to young 
people since knowledge of sexuality will enhance 
self-concept and confidence. This confidence in turn 
prevents young people from being vulnerable to exploitation 
or being exploitative to others (Gordon, 1984). Nurses, in 
teaching sexual health, must exhibit an awareness of the 
self-care limitations of children. Because of age, lack of 
knowledge, and essential resources, children are often faced 
with problems which can affect their entire life. By 
focusing on sexual health needs specific to age, sex, and 
the stage of the life cycle, education promotes and main­
tains health and protects the child against specific 
diseases and injuries (Orem, 1980).
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This researcher became interested in sexual health 
education in her position as school nurse and counselor to 
preteen students faced with unwanted pregnancies or exposed 
to sexual exploitation. This researcher became concerned 
about the effectiveness of sexual health teaching in the 
school because, in spite of the school's present teaching 
program, preteen sexual activity continued , resulting in a 
teen-age pregnancy rate in this county above the state 
average.
Six states plus the District of Columbia presently 
require sex education programs in their schools, and these 
programs begin at junior high level or even as late as high 
school (Dickman, 1981). According to Hacker (1981), only 
10% of today's young people are receiving comprehensive sex 
education in a school setting, and the primary source of 
information, or perhaps more appropriately termed 
misinformation, comes from the mass media and other peers.
With this lack of sexual knowledge among the nation's 
young people is it so surprising that the rate of pregnancy, 
abortion, venereal disease, and child molesting is rapidly 
increasing among preteen-agers and teen-agers? It appears 
that sex education is the only area of human knowledge where 
ignorance is assumed to be better than information (Gordon & 
Dickman, 1980).
Teen-age sexual activity is on the increase nationwide, 
and by age 15 close to half of all boys and girls have had
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sexual intercourse (Dickman, 1981). This early sexual 
activity contributes greatly to the national problem of 
teen-age pregnancy, abortion, school dropout, suicide among 
teen-agers, increased maternal and infant deaths, increased 
birth defects, increased teen-age divorce rates, child 
abuse, unemployment and financial problems resulting in an 
increased dependence on federal aid (Gordon & Dickman, 1980; 
Hyatt, 1977).
Teen-age pregnancy remains a nationwide epidemic and 
continues to increase annually. The effects of this on the 
young adolescent are profound. Society continues to 
pressure the vulnerable teen into an area where he lacks the 
adequate knowledge required to make educated decisions. The 
effects of sexual activity without adequate knowledge remain 
devastating and only through consistent and informative sex 
education programs can the young adolescent advance toward 
positive sexual growth and maturity (Dickman, 1981).
Another area of concern is that of sexually transmitted 
diseases among teen-agers. Individual irresponsibility and 
ignorance are two of the major factors adding to the spread 
of these diseases (Hofstein, 1978).
Statistics indicate that in 1980 Mississippi had 15,469 
reported cases of gonorrhea and 1,271 cases of syphilis. 
Nationally, there were 1,004,029 reported cases of gonorrhea 
and 68,832 cases of syphilis. Cases of genital herpes are 
also becoming increasingly prevalent with approximately
300,000-500,000 new cases being diagnosed in the United 
States each year, and among our nation’s youth only the 
common cold ranks higher than gonorrhea as a communicable 
disease ("Selected Venereal Disease," 1980).
A serious problem which has come to public awareness 
and has received much attention is that of sex offenders and 
how to alert children to the potential danger without unduly 
alarming them. Children should know that such behavior 
exists and who the most likely offenders may be. Although 
public awareness is increasing, only a few cases of sexual 
abuse are being reported. Experts believe that this is just 
"the tip of the iceberg" and many more children suffer in 
silence because they are made to feel ashamed and guilty by 
the offenders (Hofstein, 1978).
The national problem of sexual ignorance is frightening 
and widespread. Some parents adopt a strategy of waiting 
until their children ask questions. However, this may not 
happen since teen-agers often feel just as uncomfortable as 
their parents about discussing sexual matters (Booth, 1981).
The earlier sex education is started, the easier it 
will be to teach the child. By the time a child reaches 
puberty, a comprehensive discussion about such topics as 
masturbation, erections, menstruation, and wet dreams should 
have been addressed (Booth, 1981). It is, therefore, 
essential for pre-adolescents to have accurate sexual health 
information in order to perform adequate self-care health
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practices and prevent serious health problems. The school 
nurse having the knowledge and skill is in the position to 
support parents in their effort to provide reliable and 
accurate information and to supplement, not replace, the 
family’s responsibility.
This researcher views the teaching role as an important 
function of the Family Nurse Clinician (FNC). By working in 
an educational setting, the FNC is able to focus on wellness 
and competent, healthy, self-care practices which have an 
impact on the lives of young children, their families, and 
the community. Sexual well-being means helping the student 
recognize the uniqueness of each individual, preparing them 
for the physical and emotional changes of puberty, and 
helping them cope with the new feelings in a positive and 
healthy manner. By encouraging parent participation in an 
educational program, the FNC can foster the self-care 
practices of the parents and reduce their feeling of having 
lost control (Schaffer, 1981).
This study hopes to provide information that will 
enable the FNC to provide a sexual health program that will 
enhance the knowledge of preteen students about sexuality. 
Thus, the data from this study can assist the FNC in 
improving an existing program or in developing a new one 
better suited to meet the needs of the students.
The purpose of this study was to evaluate a two-hour 
sexual teaching program for preteen students. The question
6
this study sought to answer was: Will a sexual health
teaching program have an effect on the knowledge of preteen 
students?
Chapter II 
Theoretical Basis of Research
The theoretical basis for this study is derived from 
Orem's Self-Care Theory. This theoretical framework is 
based upon the assumption that not all people require 
nursing care and the only reason a person could derive a 
benefit from nursing care is his/her inability to provide 
his/her own self-care (Fawcett, 1984).
The Orem Model identifies self-care as a human require­
ment that is necessary in order for individuals to remain 
alive and functioning within their human capacity. Orem 
(1980) defines self-care as "the practice of activities that 
individuals initiate and perform on their own behalf in 
maintaining life, health, and well-being" (p. 35).
According to Orem, adults are able to care for themselves; 
however, children, the ill, the aged, and the disabled are 
in need for a diversity of assistance with their self-care 
activities. The ability to care for one’s self is defined 
as self-care agency, and the ability to care for others is 
termed as dependent-care agency. Orem (1980) uses agency in 
the sense of taking action, and the person who takes the 
action is termed the self-care or dependent-care agent.
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Orem identifies three types of self-care requisites: 
universal, developmental, and health deviation. Each self- 
care requisite represents a category of deliberate actions 
for self-care. The inability for self-care is termed self- 
care deficit. Nursing care is the result of these self-care 
deficits, and nursing actions seek to overcome these self- 
care deficits (Riehl & Roy, 1980).
The nurse agency, according to Orem (1980), acquires 
abilities through specialized education and training in the 
nursing disciplines for types of deliberate action which 
produce nursing operations related to the self-care agency 
and self-care requisite of others. The nurse agency 
requires structural knowledge, skills, and motivation to 
design, create and provide systems of nursing care which 
include skillful performance of a nursing assessment, 
diagnosis, prescription, and the use of assisting and regu­
latory technologies in the management of therapeutic self- 
care for individuals, families, and communities (Orem,
1980).
Nursing systems are the persons who occupy the status 
of nurse and the approaches they use to assist patients with 
their self-care needs. Orem (1980) identifies three types 
of nursing systems: wholly compensatory, partly compensa­
tory, and supportive-educative or developmental.
The selection of a nursing system is determined by the 
patient’s ability to perform self-care actions. The wholly
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compensatory nursing system is selected when the patient is 
unable to meet any of his self-care needs and the nurse must 
perform them. The partly compensatory nursing system is 
utilized when the patient can perform some, but not all, 
self-care actions. The supportive-educative or develop­
mental nursing system is selected when the patient is able 
to perform all his self-care. In this system, the nurse may 
serve as a consultant only. The methods of helping in this 
system include support, guidance, and teaching (Orem, 1980).
Orem also proposes that nursing care can be provided at 
three levels of prevention: primary, secondary, and
tertiary. Nursing care at the primary level of prevention 
includes prevention of disease and the maintenance and 
promotion of health. Secondary prevention is applicable 
after onset of disease. Nursing care at this level is 
directed toward preventing complications and prolonged dis­
ability. The tertiary level of prevention is appropriate 
when there is disability. Nursing care at the tertiary 
level focuses on helping the patient adjust and overcome or 
compensate the adverse effects of his/her disability (Orem, 
1980).
Orem states that every individual throughout life has a 
requirement for care at the primary level of prevention.
Only when disease or disability strikes will there be a need 
for secondary and tertiary levels of prevention (Fawcett, 
1984) .
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utilizing Orem's theory, the Family Nurse Clinician 
(FNC) who possesses an understanding of the dimensions of 
health-care systems is in an advantageous position to move 
toward constructive changes in the field of health educa­
tion. Intervention by the FNC in the problem of teen-age 
pregnancy, venereal disease, and sexual exploitation by 
teaching preteens about sexuality, utilizes the supportive- 
educative nursing system and the preventive health care 




There will be no significant difference in the sexual 
health knowledge level of preteen children who are 
participants in a sexual health teaching program and the 
sexual health knowledge level of preteen children who do not 
participate in a sexual health program.
Theoretical Definitions
1. Significant difference : significance at the .05 
level using the t_ test.
2. Sexual health knowledge level : determined by
scores on the Sexual Health Questionnaire.
3. Preteen children: boys and girls between 10 and 12
years of age enrolled in Schools A and B in the public 
school system at the fifth grade level.
4. Participants : students who have returned parental
permission forms, have signed student permission forms, and 
are willing to take part in the two-hour Sexual Health 
Teaching Program.
5. Sexual Health Teaching Program : an instructional 
program on male sexuality presented to boys entitled
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"Changing from Boy to Man" and an instructional program on 
female sexuality presented to girls entitled "Changing from 
Girl to Woman."
Operational Hypothesis
When the Sexual Health Questionnaire scores of 
fifth grade students in School A, who completed the two-hour 
Sexual Health Teaching Program for the purpose of increasing 
their sexual health knowledge, are compared utilizing the 
test with the Sexual Health Questionnaire scores of 
fifth grade students in School B who do not complete the 
Sexual Health Teaching Program, there will be no difference 
at the .05 level of significance.
Chapter IV 
Review of Literature
This review of literature will cite information on 
the relationship between the lack of sex education programs 
among preteen children and the increased incidence of preg­
nancy, sexually transmitted diseases (STDs), and child 
sexual abuse due to this lack of knowledge. Facts and 
statistics obtained from the literature will be reviewed 
and the need and benefits of a sex education program 
clearly established.
Gordon (1981) states that society "persists in 
producing generation after generation of sexually ignorant 
and vulnerable citizens" (p. 214). Tatum (1981) agrees with 
the lack of adequate sexual knowledge among young people and 
indicates that along with the lack of adequate sex education 
in schools, fewer than 20% of parents provide sex education 
for their children.
Teen-age Pregnancy
Hyatt (1978) documents that the teen-age pregnancy rate 
in the United States is among the highest in the world. 
Nearly one million teen-agers become pregnant each year with
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nearly one birth in five being to a teen-age mother. Of 
these pregnancies 30,000 are among girls 15 and under.
According to Dickman (1981), in 1977 there were 600,000 
births to teen-agers: 250,000 of these teen-age mothers
were under age 17, with 13,000 being under the age of 15. 
More than one third of the babies were born to unmarried 
teen-age mothers, accounting for approximately half of all 
out-of-wedlock births in this country. One out of every 
three pregnant teen-agers seeks an abortion, with some
300.000 abortions being done on teen-age girls in 1976 alone 
(Gordon & Dickman, 1980).
According to Lincoln (1981), teen-age pregnancy 
continues to be an overwhelming and increasing problem in 
today's sexually liberal society. A report released by The 
Alan Guttmacher Institute in 1980 states that approximately
780.000 of the 2 million girls turning 14 this year can be 
expected to have at least one pregnancy while still in their 
teens, some 420,000 can be expected to give birth at least 
once, and abortions will be sought by over 300,000 teen-age 
girls. One fact, however, that stands out in this report is 
that the overwhelming increase lies not among older teens, 
but is found in the 14- to 17-year-old age group with a jump 
of 75% since 1961 (Dickman, 1981).
Consequences of Teen-age Pregnancy
According to a March of Dimes Alert Bulletin (National 
Foundation/March of Dimes, 1979) and information obtained
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from a Lauderdale County Health Department pamphlet 
(Lauderdale County Health Department, 1982), the conse­
quences of teen-age pregnancy include the following:
1. Pregnancy is the number one cause of school 
dropouts among teen-age girls. Every two of three pregnant 
girls drop out of school with 85% never finishing high 
school.
2. Nine percent of teen-age mothers attempt suicide, 
which is seven times the national percentage for teen-age 
girls without children.
3. Maternal and infant death rates are increased and 
are two times higher for babies and mothers under 15.
4. The number of birth defects, mental retardation, 
epilepsy, birth injuries, congenital malformations, and low 
birth weight babies is increased.
5. One of every two teen-age marriages ends in divorce 
within five years.
6. Ninety-one percent of 15- to 17-year-old teen 
mothers are unemployed.
7. The cost of pregnancy and childbirth is usually 
not covered by insurance placing a financial burden on the 
family and society.
8. Cases of child abuse and neglect are increased due 
to the immaturity and lack of emotional and educational 
development of teen-age mothers.
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9. Teen mothers usually have a second child while 
still in their teens and usually have a greater number of 
children.
10. Teen mothers are less likely to become 
contributing members of society.
11. Teen mothers lack marketable skills and 40% never 
get past the eighth grade.
12. Fifty to 60% of teen mothers receive some form of 
federal aid.
Sexually Transmitted Diseases
An increase in the incidence of sexually transmitted 
diseases (STDs) has paralleled the increase in sexual 
activity among teen-agers. Statistics indicate that the 
second highest incidence of STDs lies in the 15- to 19-year- 
old age group (Greene, 1983). According to Dickman (1981), 
more than 2.5 million teen-agers contract STDs each year, 
with the most rapid increase in STDs being among the 11- to 
14-year-olds. Greene adds that among teen-agers gonorrhea 
and genital herpes are to be in epidemic proportions with a 
rapid increase in pelvic inflammatory disease (PID), 
syphilis, and chlamydia.
The primary factors related to this increase are the 
irresponsibility and ignorance about sexual matters in this 
age group. Teen-agers need to be given the facts about 
STDs, including information about how venereal disease
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is spread, symptoms, and the medical treatment available 
(Hofstein, 1978).
STDs are the most pervasive, destructive, and costly 
communicable disease problems among our nation's youth. The 
primary factor in the rapid increase of STDs lies primarily 
in the lack of adequate sex education programs in the 
nation's schools (Kroger & Wiesner, 1981).
There has been a "head in the sand" response to the TD 
epidemic. Many people believe that teaching young people 
about the STDs will stimulate sexual experimentation, 
especially if instruction includes information on the easily 
available methods of prevention and treatment. However, it 
is only through education and increased knowledge that 
attitudes will change, thus leading to a change in behavior 
(Kroger & Wiesner, 1981).
Child Sexual Abuse
The National Center for Child Abuse and Neglect 
estimates that anywhere from 100,000 to 360,000 children 
are sexually abused each year and the numbers continue to 
increase annually (Ledray, 1984). The primary form of child 
sexual abuse is incest which has been defined by Ledray 
as "all sexual contact or stimulation inappropriate for the 
child's age and level of psychological development— that 
occurs through the use of intimidation, misrepresentation, 
or force by an adult relative or a parent substitute"
(p. 1010).
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Eighty-five percent of incest victims are female, with 
the average age being nine. Father-daughter incest accounts 
for 75% to 85% of reported cases with very few mother-son 
incest being reported. The child is usually molested in his 
or her own home (Stark, 1984).
Baker (1982) reported that although this form of abuse 
is usually nonviolent and has been more recently referred to 
as "sexual misuse," it usually leads to serious emotional 
problems. These include low self-esteem, guilt, isolation, 
mistrust of men, problems with intimacy, sexual precocious­
ness, drug and alcohol abuse, promiscuity, and even suicide.
According to Fontana (1984), there have been few 
statistical studies on the incidence of child molestation or 
incest. The few surveys that have been conducted have added 
greatly to the knowledge about child sexual abuse. These 
surveys have confirmed that most victims keep silent. The 
few studies that have been conducted were not done on 
children but rather on adults with a childhood history of 
abuse. These studies have shown that victimization is wide­
spread, and of these studies on adult victims, anywhere from 
9% to 54% of the women and 9% of the men were sexually 
abused at sometime during their childhood.
Opposition to Sex Education
While a great majority of parents support sex education 
in the schools, a vocal and often extreme minority is 
usually responsible for blocking or weakening sex education
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programs. According to Scales (1981), the National 
Education Association has cited over 300 organizations and 
at least 1,500 other unaffiliated individuals who have been 
visible opponents of school sex education programs. These 
opposing groups include the Christian Defense League, the 
Coalition for Family Oriented Health Education, and many 
other "parent's rights" and "moral education" groups working 
to block or eliminate sex education.
The "great American hang-up" continues to prevail in 
today's contemporary culture: "If you tell kids about sex
they'll do it!" The irony is that not only are they already 
"doing it," but young teens are engaging in sexual relation­
ships without the benefit of knowledge (Gordon, 1984, 
p. 38). The earlier a young person engages in sexual 
relations the less he or she is likely to know about sex 
(Dickman, 1981). Kirby and Alter (1979) state that the 
primary reason for not establishing sex education or family 
life programs in public schools is the fear of negative 
community reaction.
Support for Sex Education
According to Gordon (1981), 80% of parents favor sex 
education programs in the public schools. When organized 
opposition to sex education programs has developed, it was 
not from parents, but from groups calling themselves 
"concerned citizens" or vocal religious factions. These 
small groups continue to intimidate school boards despite
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the long-standing advocacy of such groups as the National 
Parent-Teachers Association, The American Federation of 
Teachers, the American Medical Association, the American 
Public Health Association, the Family Service Association of 
America, and the Department of Health, Education and 
Welfare.
Many religious groups also support sex education in the 
schools. In June 1968, the National Council of Churches, 
the Synagogue Council of America, and the United States 
Catholic Conference issued a statement that declared that:
School sex education, insofar as it related' 
to moral and religious beliefs and values, 
complements the education conveyed through the 
family, the church, or the synagogue. Sex 
education in the schools must proceed 
constructively, with understanding, tolerance, and 
acceptance of difference. The increased concern 
and interest in this vital area of human 
experience now manifested by parents, educators, 
and religious leaders are cause for gratitude.
(Gordon & Dickman, 1980, p. 6)
Teacher Training
The teacher is a critical element of sex education 
programs (Flaherty & Smith, 1981). However, the preparation 
and selection of qualified sex education teachers remain a 
major problem in the development of sexuality programs in 
the public schools. Regardless of the strength of community 
support or the planned curriculum, the goals of a sex 
education program cannot be fully attained without the
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direction of adequately prepared and skilled teachers 
(Yarber & McCabe, 1981).
Flaherty and Smith (1981) identified behavioral charac­
teristics or qualities a teacher must possess in order to 
successfully teach a program. They ultimately believe that 
a teacher must come to terms with his or her own sexuality, 
and that he/she must be able to deal directly with his/her 
students and the area to be discussed without having to 
constantly struggle with personal conflicts, anxieties, and 
tensions. The teacher’s own attitudes toward sexuality are 
the most important personal factor influencing successful 
teacher performance.
Flaherty and Smith (1981) cited three learner-directed 
objectives to aid teachers in the development of quality sex 
education teaching skills. These goals include:
1. The teacher should be comfortable about 
communicating sexuality.
2. The teacher should comprehend factual information 
about human sexuality and social systems.
3. The teacher should recognize the influence of 
his sexual beliefs, values, and attitudes on his 
behavior.
An effective training program enhances the teacher's ability 
to support parents as the primary sex educators of their 
children, utilizes a teaching approach which supports 
parental values, discusses areas of common parental concern.
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and enhances the overall sexual knowledge of the students 
toward a positive outcome (Wagman & Bignell, 1981).
Parent's Role in Sex Education
There is concern among some parents that sex educators 
are trying to replace the parents' primary role in teaching 
their children about sexuality. This idea is totally 
false. The primary goal of sex education courses is only to 
supplement what facts or values parents have already given 
their children (Gordon, 1981).
Gordon and Dickman (1980) believe that parents should 
be partners in their child's sex education. A Gallup Poll 
indicated that 70% of all parents favored sex education in 
the schools.
Gordon and Dickman (1980) further added that the 
primary responsibility for educating children about 
sexuality "always has been, and must remain in the home"
(p. 6). According to Gordon and Dickman, parents should be 
included in the school discussions by having a parent 
orientation program so that parents could ask questions, 
meet and talk with teachers on how they will deal with such 
topics as abortion, and review materials to be used. In 
addition, fewer parents objected to their child partici­
pating in the program when they had been involved in the 
curriculum development.
Most parents admitted to finding it difficult to 
discuss sex with their children and of 1,000 parents of
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children aged 8 to 13, over 31% of the parents felt they 
lacked adequate knowledge about sexuality and wanted 
instruction so that they could better sex éducate their 
children (Scales, 1980).
Effects on Knowledge, Attitudes, 
and Behavior
Parcel and Luttman (1979) evaluated a voluntary 
sexuality course offered to all 8th grade students. The 
course met for 90-minute sessions with each session 
including a lecture, audiovisual presentations, and 
discussions. Neither the experimental nor the control 
group experienced any change in their levels of guilt or 
concern about sexuality, and no evidence of increased 
permissiveness as a result of the course was discovered. 
However, attitudes toward masturbation changed with a 50% 
decrease in the attitude that masturbation is wrong and a 
smaller decrease in the attitude toward masturbation being 
unacceptable towards oneself. This outcome was one of the 
goals of this particular study.
In a similar study also conducted by Parcel and Luttman 
(1981), students became more accepting of kissing, petting, 
and intercourse within a caring, loving, or committed 
relationship. Less acceptance of these types of behaviors, 
however, was expressed if the relationship lacked caring 
qualities.
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According to Kirby (1980), the studies which have been 
conducted on the impact that sex education courses have on 
behavior have been performed only at a college level. The 
results of these studies have revealed that an increase in 
sexual knowledge has not led to an increase in sexual 
experimentation; however, these studies have also failed to 
support the hypothesis that an increase in sexual knowledge 
will reduce sexual behavior. The studies have indicated a 
positive effect when it comes to contraception in that the 
use of more effective contraceptives had increased and that 
there was a significant decrease in sexual activity with 
poor or no contraception.
Summary
The literature documents that pregnancy, abortion, 
sexually transmitted diseases, and child sexual abuse are on 
the rise in this country and are of concern to parents and 
educators alike. Very few studies have been done thus far 
to determine the effectiveness of sexual health teaching 
programs at the elementary level. In reviewing the 
literature most studies were found to be either conducted at 
the junior high or college level and were intended to deter­
mine sexual attitudes and behaviors. This lack of sexual 
health information supports the need for comprehensive sex 
education programs in the public schools. Sex education 
taught by qualified and skilled health care professionals or 
teachers, with the support of parents, will result in a more
25
sexually informed population of adolescents and will bring 
about decisions about sexuality based on knowledge rather 
than ignorance.
Chapter V
Research Design and Methodology
Research Design
The research design employed in this study was quasi­
experiment al . A quasi-experimental study lacks at least 
one of the three properties which characterize an 
experiment. Quasi-experiments do involve the manipulation 
of an independent variable. This study was not purely 
experimental because the setting did not allow all 
elements of control (Polit & Hungler, 1983). This study 
was designed to measure the effect of a sexual health 
teaching program on the knowledge level of preteen public 
school students.
Variables
The dependent variable for this study was the sexual 
health knowledge level of preteen students. The indepen­
dent variable was the sexual health teaching program. 
Intervening variables may have included prior knowledge of 
sexuality, motivation, truthfulness, and physical state at 





The accessible population for this study included all 
fifth grade students in two select public schools in an East 
Mississippi city. According to the 1980 United States 
Census, this city has a population of 46,577. The city was 
only a small farming community 99 years ago and grew as a 
railroad junction and agricultural center and is now a 
thriving small city (Polk, 1981).
There are 101 manufacturing plants employing 5,732 
persons. These industries in addition to military payrolls 
share the economic spotlight. The agricultural base has 
moved from cotton and other raw crops to cattle and timber. 
The city is also the retail, wholesale, and medical center 
for 10 counties in East Mississippi and West Alabama. The 
Public School System operates 8 elementary, 2 middle, 2 
junior high, and one high school. Total school enrollment 
for the 1984 school year was 7,541 students. The mean 
educational level is 11.7 school years for the white popu­
lation and 8.0 school years for the black population in this 
area (Polk, 1981).
Enrollment in the two selected elementary schools is 
214 students in School A and 351 students in School B. 
Enrollment of black students in School A is approximately 
90% and in School B approximately 78%. The schools are 
located about one mile apart in the northeast section of 
town and consist of students who live within the city
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limits. The students are from diverse socioeconomic and 
educational backgrounds.
Sample
All fifth grade pupils from School A, whose parents 
allowed their participation in this study, were assigned to 
the experimental group. All fifth grade pupils from School 
B, whose parents allowed their participation in this study, 
were assigned to the control group. There were 36 fifth 
grade students in each school, about 47.2% male and 52.8% 
female, with a mean age of 10.94 years.
The sample size of the experimental group consisted of 
36 students and the sample size of the control group 
consisted also of 36 students. Parental consent forms were 
sent home one week prior to the program (see Appendix A) to 
provide an opportunity for parents to refuse their child's 
participation in the program and to allow parents to 
participate in a portion of the program.
Data Gathering Process
The superintendent of the two selected schools was 
contacted to have the research explained to him and to 
obtain his consent to participate in the study (see Appendix 
B). A male registered nurse was contacted to conduct the 
Sexual Health Teaching Program to the male students using 
the lesson plan for boys (see Appendix C). The researcher
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taught the Sexual Health Program to the female students 
utilizing the lesson plan for girls (see Appendix D). The 
teaching program and administration of the questionnaire 
were explained to the students.
The actual program was carried out during regular 
school hours covering a two-hour class period with boys 
and girls separated during the latter class period. Data 
collection took place in April, 1985. To guide the 
researcher and ensure that both boys and girls received 
identical information, a lesson plan was designed for boys 
(see Appendix C) and a lesson plan for girls (see Appendix 
D). Three days prior to the actual teaching program, the 
participating experimental group in School A received 
instructions about the purpose of the program and was asked 
to sign a student consent form (see Appendix E). Students 
in the experimental group were given the booklet "Changing:
A Booklet for Boys" and "Changing: A Booklet for Girls,"
respectively, with instructions to read the booklet, learn 
the new terminology, and prepare a list of questions for the 
program which were deposited in a box provided to prevent 
embarrassment.
On the day of the program, boys and girls in School A 
were divided into separate classrooms. The program was 
conducted as outlined in the lesson plans (see Appendices C 
and D). The control group in School A was not exposed to 
the treatment; however, each student signed a consent form
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(see Appendix E) and completed the Sexual Health Question­
naire (see Appendix F) upon completion of the program for 
the experimental group in School A. The control group in 
school B was able to participate in the Sexual Health 
Teaching Program after data collection was completed.
Instrumentation
A Sexual Health Questionnaire (see Appendix F) was 
developed by the researcher. The Sexual Health Question­
naire was based on the material that was presented to the 
experimental group during the teaching program; therefore, 
the researcher believes that the questionnaire has content 
validity and assumes that it has face validity within the 
confines of this study. The tool has no established 
reliability. The questionnaire consisted of 25 factual 
items derived from class content and one survey question to 
determine the source of preteen sexual knowledge. Each item 
has a choice response of "Yes," "No," or "Don't Know" (DK). 
The correct answer is assigned a score of 1. An incorrect 
answer or "Don't Know" will receive a score of 0. The 
maximum possible score a participant can obtain is 25. The 
closer the score to 25, the greater the knowledge level.
Assumptions
1. Children in the fifth grade will participate in the 
study.
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2. Lack of sexual health knowledge is a problem among 
the population under study,
3. If the FNC is aware of the education needs, she 
will conduct teaching programs or improve existing programs 
to increase the knowledge in the area.
Limitations
1. Limited to a city in Mississippi prevents generali­
zation about rural population or population at large.
2. Limited to children in the fifth grade prevents 
generalization to children in other grades.
3. Limited to children between 10 and 12 years of age 
prevents generalization to older or younger children.
Chapter VI 
Analysis of Data
The purpose of this study was to determine the effect 
of a sexual health teaching program on the knowledge level 
of preteen students. Subjects were selected from two public 
schools in a city in Mississippi. The subjects were boys 
and girls between the ages of 10 and 13 who were in the 
fifth grade. Both the experimental and control groups 
included 17 males and 19 females. The experimental group 
consisted of 2 (5.56%) white and 34 (94.44%) nonwhite 
subjects. The ages in the experimental group ranged from 10 
to 12 with a mean age of 10.6 years. The control group 
consisted of 8 (22.22%) white and 28 (77.78%) nonwhite 
subjects. The ages in the control group ranged from 10 to 
13 with a mean age of 11.3 years.
Data were collected from the 36 fifth grade students in 
each group utilizing a researcher-designed Sexual Health 
Questionnaire. The questionnaire was given to the control 
group prior to receiving any teaching. The experimental 
group completed the Sexual Health Questionnaire after par­
ticipating in the planned sexual health teaching program.
The control group participated in the sexual health teaching 
program after data collection was completed (see Table 1).
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Table 1
Demographic Data and Scores on Sexual Health Questionnaire
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Experimental Con troi
Subject Age Sex Race Score Subject Age Sex Race Score
El 10 F B 19 Cl 11 li W 13
E2 12 M B 10 C2 11 M B 14
E3 10 F B 16 Cg 12 M B 12
E4 10 M B 15 C4 11 M B 13
Es 11 M B 20 C5 13 U B 15
Ee 11 M B 16 Ce 12 F B 1C
E? 11 M B 17 c? 11 F B 8
Eg 11 P B 21 Cg 11 F V 13
Eg 11 U B 20 Cg 12 U B 13
ElO 10 M B 15 ClO 11 F B 13
E li 11 F B 14 Cil 11 U W 16
E12 11 M B 14 C 12 11 F B 17
E i3 11 F B 19 Cl3 11 F B 18
E i4 10 F B 18 Cl4 11 F W 13
E i5 10 F B 13 Ci5 10 F B 11
E i6 11 F B 18 cie 12 M W 13
E i7 11 F B 17 Cl7 10 M 3 13
E i8 10 U B 15 C18 1 2 F B 7
E i9 11 M B 19 Cl9 1 1 F B 12
Ego 11 M B 18 C go 1 1 F B 12
Egi 11 M B 21 Cgi 10 P V 12
Egg 11 F B 16 Cgg 12 M B 17
Egg 10 F B 16 Cgg 1 1 F B 9
Eg4 10 M B 14 C24 12 M a 15
Egs 10 P W 20 Cgs 11 F B 12
Egg 10 P B 13 Cgg 11 M - 13
Eg? 11 F B 18 Cg? 12 M B 13
Egg 10 F B 20 Cgg 10 F B 7
Egg 10 F B 16 Cgg 10 F B 11
E30 12 M B 18 C30 11 U W 14
E31 10 M B 10 Cgi 11 F B 8
Egg 10 F B 18 Cgg 12 F 0 11
Eg 3 11 F B 18 Cgg 12 M F 15
E34 10 M B 8 Cg4 1 L U B 10
E35 11 M B 13 Crs 13 U W 14
E36 11 F W 18 Cge 12 F B g
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Scores of the experimental group ranged from 8 to 21 
with a mean score of 16.42. The control group scores ranged 
from 7 to 18 with a mean score of 12.38. The demographic 
data along with the test scores can be found in Table 1.
Hypothesis
The researcher hypothesized that there would be no 
significant difference in the sexual health knowledge of 
fifth grade students who attended a two-hour planned 
teaching program when compared to students who did not 
participate in the study. To test this hypothesis, the data 
collected were subjected to the ^ test at the .05 level of 
significance. Comparison of the scores revealed a ^  value 
of 5.82 which was significant at the .05 level. Therefore, 
the researcher rejected the null hypothesis. These data can 
be found in Table 2.
Table 2
the t test
Measure N M SD t Value
Correct answers
Experimental 36 16.4167 3.148
Control 36 12.3889 2.707
5.83*
2  ^ . 05 .
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Additional Findings
With the initial Parent Consent Form (see Appendix A), 
parents had been invited to attend the sexual health 
teaching program with their child ; however, no parents 
attended. This suggests that parents either lack the time 
to attend such programs or that they feel embarrassed to 
view or discuss sexual matters in the presence of their 
child.
Chapter VII
Summary, Conclusions, Implications, 
and Recommendations
Summary
This was a quasi-experimental study designed to 
determine the effectiveness of a planned sexual health 
teaching program for fifth grade students. The researcher 
hypothesized that when the sexual health knowledge of fifth 
grade students who participated in a sexual health teaching 
program were compared to the sexual health knowledge of 
fifth grade students who did not participate in a sexual 
health teaching program, there would be no significant 
difference. An experimental group of 36 students from one 
school attended a two-hour planned sexual health teaching 
program and was posttested utilizing the researcher- 
designed sexual health questionnaire. A control group of 36 
fifth grade students, at a different school, was tested 
without participation in the sexual health teaching program.
A researcher-designed questionnaire was used to measure 
the sexual health knowledge of the subjects. The comparison 
of scores between the two groups was performed using the ^ 
test at the .05 level of significance. Analysis of the data 
revealed that a significant difference existed between the
36
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scores of the two groups. Thus, the researcher rejected the 
null hypothesis.
Conclusions and Implications
The data from this study indicate that a significant 
difference exists between the knowledge level of fifth grade 
students who receive sexual health education and those who 
do not receive sexual health education. The findings 
support Wagman and Bignelly (1981), who agree that an 
effective sex education program will enhance the sexual 
knowledge of students. These data have great implications 
for the Family Nurse Clinician (FNC) in primary health care 
or school settings. Sexual health education is effective in 
increasing knowledge of sexuality in young people; there­
fore, the FNC should include such education as part of 
her care to preteen students.
The researcher notes that this study did not test 
retention of material. Research assessing knowledge at 
prescribed intervals could provide data about the long-term 
effects of sex education. The researcher would also like to 
note that this study did not test behavior as a result of 
increased sexual knowledge. Since several researchers 
(Kroger & Wiesner, 1981; Parcel & Luttman, 1979; Parcel & 
Luttman, 1981) have identified that education and increased 
knowledge can cause a change in attitude and behavior, 
future studies should include assessment of the effect of 
increased sexual knowledge on behavior.
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Although parents had been invited to attend the program 
with their children, no parent participated. This finding 
appears to disagree with Scales (1980) who stated that 
parents felt they lacked adequate knowledge about sexuality 
and wanted instructions so that they could better educate 
their children. Implications for the FNC include conduction 
of further research to determine why parents do not attend 
sex education classes with their children. In addition, the 
FNC may need to provide separate sex education programs for 
parents that will prepare them for the role of sex educator.
Recommendations
Based upon the findings of this study, the following 
recommendations are made :
Research
1. Conduction of a study of the relationship between 
knowledge and sexual behavior.
2. Retesting the experimental group at three- and 
six-month intervals to determine retention of material.
3. Replication of the study in different geographic 
areas.
4. Replication of the study at various grade levels.
Nursing
1. Conduction of separate sex education programs to 
parents.
2. Conduction of sexual health teaching at various 
grade levels.
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I am Margareta Connell, the School Nurse, and will be 
teaching a sexual health program at your child's school. 
Qualified men will talk to the boys, and the school nurse 
will talk to the girls. Parents are invited to attend part 
of the program.
This year, I will be conducting a study to find out how 
helpful this program is for the fifth graders. The students 
will be asked to answer a few brief questions about the 
content of the program. All information will be confi­
dential and the data will be used for research purposes 
only.
Please return the form below to your child's teacher. 
You may refuse your child's participation in the program 
and/or study at any time. If you have questions, please 
contact me at the school.
Thank you.
Margareta Connell, BSN, RN 
School Nurse
I do not wish for my child to participate in the 
Sexual Health Teaching Program.
I agree to my child's participation in the Sexual 




Institution of Agency's Memorandum of Agreement
Title of Study: The Effect of a Human Sexuality Course
on Pre-Teen Knowledge of Sexuality
Name of Institution or Agency
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Name of Representative
Involvement in Study :
Cooperation: Consent for subjects to be used
in study
Participation : Specify under comments
Comments concerning agreement :




Sexual Health Lesson Plan for Boys
Day 1 (Three days prior to teaching session)
(Male and Female students combined)
Introduction
Total time: 30 minutes
Method :
1. Brief discussion about purpose of class. (10 
min. )
2. Have student consent form signed. (10 min.)
3. Handout: "Changing: A Booklet for Boys."
4. Encourage students to read booklets and learn 
scientific terminology. (10 min.)
5. Provide a question box and encourage its use.
Obj ectives:
1. To prepare the students for teaching session.
2. To familiarize the students with class content and 
acceptable vocabulary.
3. To provide an opportunity for shy students to ask 
questions while maintaining anonymity.
Day 2 (Male students only)
Total time: approximately 2 hours
43.
Method :
1. Give instructions to students and parents (if any) 
about class outline (inform parents to leave after 
the film). Set limits regarding behavior.
(10 min.)
2. Show film: "Boy to Man." (16 min.)
3. Discuss and review important parts of film and 
related topics : (15 min.)
a. Differences in growth.
b. Function of glands.
c. Basic facts of reproduction.




g . Diet, exercise.
h. Masturbation, nocturnal emission.
i. Myths.
4. Discuss rape and sexual exploitation (possible 
offenders, where to go for help). (10 min.)
5. Discuss sexually transmitted diseases. (5 min.)
6. Break. (10 rain.)
7. Discuss importance of good health. Have students 
write down activities that are performed daily (or 
the chart can be compiled by the teacher on the 
board). Should include:
a. Bathing— daily use of soaps and deodorants.
b. Brushing teeth two or three times a day.
c. Washing hair once or twice a week.
d. Eating three meals a day.
e. Receiving sufficient rest.
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f. Performing physical activities that improve 
muscle tone and circulation. (15 min.)
8. Question and answer session, (remainder of class 
approximately 30 min.)
9. Have students complete questionnaire. (14 min.)
Obj ectives:
1. To impress that life begets life.
2. To develop an awareness that each individual grows
and develops uniquely according to a "time table" 
which follows a predictable sequence.
3. To be familiar with the changes that occur as the 
individual advances from childhood to adulthood.
4. To differentiate between the male and female role
in conception and birth.
5. To develop a knowledge about reproduction and the
beginning of life.
6. To understand the influence of heredity on growth
and development.
7. To develop an acceptable vocabulary for describing
both male and female body parts.
8. To learn about the influence of endocrine glands
and their hormones on growth and development.
9. To understand the process of menstruation whereby
the girl is prepared for future role of wife and 
mother.
10 To impress need for personal hygiene and good
health habits.
11. To enlighten the student about prevention of
sexual exploitation.
12. To dispel myths and provide the student with
accurate information.
13. To develop an awareness of the importance of
family values when interacting with the opposite 
sex.
45
14. To develop a basic conscience, respect for moral
rules, and a rational scale of values.
15. To develop a wholesome attitude toward oneself as
a growing organism.
16. To develop a wholesome attitude toward sexuality.




Sexual Health Lesson Plan for Girls
Day 1 (Three days prior to teaching session) 
(Male and Female students combined)
Introduction
Total time: 30 min.
Method :
1. Brief discussion about purpose of class. (10 
min. )
2. Have student consent form signed. (10 min.)
3. Handout: "Changing: A Booklet for Girls"
4. Encourage students to read booklets and learn 
scientific terminology. (10 min.)
5. Provide a question box and encourage its use.
Objectives:
1. To prepare the students for teaching session.
2. To familiarize the students with class content and 
acceptable vocabulary.
3. To provide an opportunity for shy students to ask 
questions while maintaining anonymity.
Day 2 (Female students only)
Total time: approximately 2 hours
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Method :
1. Give instructions to students and parents (if any) 
about class outline (inform parents to leave after 
film). Set limits regarding behavior. (10 min.)
2. Show film: "Girl to Woman." (16 min.)
3. Discuss and review important parts of film and 
related topics: (15 min.)
a. Difference in growth.
b. Function of glands.
c. Basic facts of reproduction.




g . Diet, exercise.
h. Masturbation, nocturnal emission.
i. Myths.
4. Discuss rape and sexual exploitation (possible 
offenders, where to go for help). (10 min.)
5. Discuss sexually transmitted diseases. (5 min.)
6. Break. (10 min.)
7. Introduction to feminine products. (15 min.)
a. Use and disposal of sanitary napkins and 
tampons.
b. Discuss importance of personal hygiene.
8. Question and answer session : (remainder of class
approximately 30 min.)
9. Have students complete questionnaire. (14 min.) 
Objectives :
1. To impress that life begets life.
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2. To develop an awareness that each individual grows 
and develops uniquely according to a "time table" 
which follows a predictable sequence.
3. To be familiar with the changes that occur as the 
individual advances from childhood to adulthood.
4. To differentiate between the male and female role 
in conception and birth.
5. To develop a knowledge about reproduction and the 
beginning of life.
6. To understand the influence of heredity on growth 
and development.
7. To develop an acceptable vocabulary for describing 
both male and female body parts.
8. To learn about the influence of endocrine glands 
and their hormones on growth and development.
9. To understand the process of menstruation whereby 
the girl is prepared for future role of wife and 
mother.
10. To impress need for personal hygiene and good
health habits.
11. To enlighten the student about prevention of
sexual exploitation.
12. To dispel myths and provide the student with
accurate information.
13. To familiarize girls about sanitary products
available and their proper disposal .
14. To develop an awareness of the importance of
family values when interacting with the opposite 
sex.
15. To develop a basic conscience, respect for moral
rules, and a rational scale of values.
16. To develop a wholesome attitude toward oneself as
a growing organism.
17. To develop a wholesome attitude toward sex.





I am the school nurse doing a study on how much 
students learn in our sexual health teaching program. If 
you decide to participate in the study you are asked to 
answer a brief questionnaire. The data of the study is used 
for research purposes only and all information will be 
confidential. You have the option to withdraw from the 
study at any time if you desire. If you have any further 
questions, feel free to visit me in my office.
Thank you.
Margareta Connell, BSN, RN 
School Nurse
Student Consent
I agree to participate in the research study being 
conducted by Mrs. Connell, and I understand that this study 
is to evaluate a teaching program. I understand the 







Directions: Circle "Yes," "No," or "Don’t
Know" (DK) for each question. Date
Age :
Sex: Male Female
Race: Black White Other
1. Being short at age 11 means you will be Yes No DK
short all your life.
2. Menstruation means having a baby? Yes No DK
3. A menstrual cycle usually lasts
3-6 days? Yes No DK
4. Menstruation happens every 28-31 days? Yes No DK
5. A wet dream is the same as wetting the Yes No DK
bed?
6. A wet dream is also called nocturnal Yes No DK
emissions?
7. The sex organs outside a boy's body Yes No DK
are called penis and scrotum?
8. Sperm develop in the penis? Yes No DK
9. A boy can become a father only when Yes No DK
he is married?
10. A girl can become a mother when she Yes No DK
starts menstruating?
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11. A girl can get pregnant by kissing Yes No DK
a boy?
12. When a sperm cell and an egg meet a Yes No DK
new baby starts growing?
13. An unborn baby gets food through the Yes No DK
mother's blood?
14. Girls menstruate to shed the lining Yes No DK
of the uterus?
15. People catch venereal disease from Yes No DK
toilet seats?
16. During intercourse, sperm is placed Yes No DK
into the vagina?
17. The organ which holds the unborn baby Yes No DK
is called the bladder?
18. The passage from the uterus to the Yes No DK
outside of the body is called the
urethra?
19. The tube where urine passes through Yes No DK
is the urethra?
20. The hormones of the pituitary gland Yes No DK
start the growth in boys and girls?
21. As boys and girls get older the need Yes No DK
to take a bath daily and use deodorant
becomes necessary?
22. During menstruation a girl should take Yes No DK
a bath and wash her hair?
23. Good food, exercise, and bathing help Yes No DK
control acne?
24. Masturbation makes hair grow on your Yes No DK
hands?
25. Only strangers rape and sexually abuse Yes No DK
boys or girls?
I learned about sex from: (Check as many answers as needed)
1. Mother 2. Teacher 3. Nurse
4. Friend 5. TV 6. Reading
7. Father 8. Relatives 9. Don’t know
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